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PREFACE 


These guidelines are intended to highlight 
some broad principles concerning programme 
acceleration. Since «policies in ithe.«ifield...of 
immunization are evolving so rapidly the intention 
is that they will be updated and revised as 
necessary. The guidelines are a supplement to, but 
not a substitute for, the training materials 
prepared by the Expanded Programme on Immunization 
(EPI), World Health Organization, Geneva, which 
provide a more comprehensive guide to immunization 
programme management. 


EPI training materials are generally available 
at national levels either in the form of the ori- 
ginal WHO prototype materials or in their national 
adaptations under the titles of “EPI Training for 
Mid-level Managers", "Immunization in Practice: A 
Guide for Health Workers who give Vaccines", and 
"Cold Chain and Logistics for Primary Health Care”. 
If they are not available locally, they can be 
obtained from WHO Regional Offices or from WHO 
Headquarters in Geneva. A concise summary 
"Information for Action Issue Paper: Immunization” 
was prepared for UNICEF by the World Federation of 
Public Health Associations in May 1984, and is 
available from UNICEF. 


sie INTRODUCTION 


1990 is rapidly approaching and global immun- 
ization coverage, though currently rising, remains 
unacceptably low. Although more than half of the 
children in the developing world (excluding China) 
are estimated to receive a first dose of polio- 
myelitis and DPT vaccines, only.:a olipedlemtover 
one-third receive a third dose. Raising coverage 
levels for these and other vaccines to the point 
where significant reductions in morbidity and 
mortality can be sustained remains a formidable 
challenge. Yet this challenge can certainly be 
met. What is now required is an intensive mobili- 
zation of political will, application of new 
techniques of communication and social mobilization, 
and sustained application of the management support 
required to transform that mobilization into effec- 
tive programmes. 


The determination of UNICEF and WHO to achieve 
the 1990 goal of making immunization available to 
all children has been underscored in the past year 
by several examples of countries beginning acceler- 
ated action; many additional countries have similar 
plans for the next two years, and the 1985-1986 40th 
anniversary of the United Nations will include 
endorsement of the 1990 immunization goal as a 
“banner™ marking United Nations aspirations and 
effectiveness. 


In practice, political will, as reflected by 
the attitudes of heads of state, has not been diffi- 
cult to mobilize. Few leaders remain unenthusiastic 
when given the promise that their nation's children 
can be protected quickly and inexpensively through 
immunization. If this is done through the broad 
mobilization of the country's resources in one or a 
series of national immunization days, an added 
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attraction is the potential for positive political 
feedback. This “political will" has shown itself to 
be a powerful force for the attainment of rapidly 
increased immunization coverage in individual 
countries. During the next year, UNICEF and WHO 
will work to expand these individual examples into a 
“world goal” and enlist all heads of state in the 
effort. 


Providing managément support remains a _ high 
priority objective and a frequently difficult prob- 
lem. National and international staff alike should 
recognize the problems, as well as the opportun- 
ities, presented by accelerated or intensified im- 
munization activities. Not only must the initial 
efforts be successful, they must lead to sustained 
improvement in immunization services. 


The priority for immunization programmes in 
developing countries is to reach children as early 
in life as possible, and to attain as high a cover- 
age as possible. The EPI target diseases strike 
early. Perhaps half of the deaths caused by per- 
tussis occur in the first six months of life. 
Waning maternal antibodies make poliomyelitis and 
measles increasingly important diseases between the 
age of six and twelve months. 


Unfortunately, because of interference from 
maternal antibodies, measles immunization should be 
deferred to nine months, but oral poliomyelitis 
vaccine can be administered from birth (inactivated 
poliomyelitis vaccine can be begun at around three 
months of age), and DPT can be begun at six weeks of 
age. For DPT and poliomyelitis vaccines, which 
require more than one dose, spacing doses as closely 
as possible provides early protection and helps 
reduce drop-out rates. A minimum interval of four 
weeks is needed between doses of DPT and oral 
poliomyelitis vaccine and the schedule for inacti- 
vated vaccine is still under study. 
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Unless the immunization system can assure that 
children, as they are born, are continuously cover- 
ed, the initial impact which can be achieved by a 
successful mass immunization effort will be quickly 
eroded. Programmes aimed at too broad an age group 
risk "chasing their own tails", as it is often the 
case that the youngest age groups are systematically 
missed. Benefits for older groups of children are 
sharply reduced, as many will have already had one 
of the diseases in question. Reaching the youngest 
children requires specific identification and active 
follow-up of children born into a community. If 
this is emphasized from the beginning and if high 
coverage can be achieved then the problem of older 
aged susceptibles quickly disappears. 


2s PLANNING FOR ACCELERATION 


The key word is planning. Once launched, or 
once high-level political commitment has been ob- 
tained, accelerated activities take on a life and a 
pace of their own, with the risk that at times they 
may outrun the best intentions and efforts of the 
technical staff involved. Planning for a _ single 
effort, such as a national immunization day or a 
series of days, is not enough. From the beginning, 
plans must be made with a perspective of at least 
three years. Launching a national oor _ local 
immunization day now, hoping that the future will 
take care of itself, is not the act of a responsible 
manager. This is not to say that risks should not 
be taken, or that all details must be worked out and 
all problems solved in advance. But immunization 
days or other mass activities alone will rarely lead 
by themselves to sustainable programmes. Building 
such sustain- ability becomes much more difficult if 
done as an afterthought than if done as an integral 
part of plans from the very beginning. 
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Sometimes the manager is faced with a fait 
accompli: a commitment to acceleration has been made 
and rapid action is needed to produce results. 
Options in this case may be quite limited, and one 
may simply have to make the best of the situation. 
Whenever possible, however, the national and 
international staff involved should jointly under- 
take a one to three week technical review of 
programme needs and opportunities and provide at 
least a skeleton plan for acceleration and follow-up 
programme expansion. If appropriate, WHO and UNICEF 
can provide outside consultant assistance. Ae— 
celerated programming may or may not involve the use 
of special immunization days. If such a joint 
planning review can be performed before’ the 
political leaders have committed themselves to a 
detailed strategy, so much the better. 


Not only should planning take into account the 
long-term perspective, it should adequately reflect 
the realities of lead-times required in the short 
term. Planning for the improvement of routine 
immunization services is more permissive than plan- 
ning for one or more national immunization days. 
While shortages of supplies and staff provide set- 
backs to routine services, they can prove catas- 
trophic to an immunization day, particularly if 
community mobilization has been effective and demand 
for immunization is widespread. 


The identification of all individuals who will 
be involved in the programme must be done well in 
advance, and they must be provided with practical 
training concerning exactly what they are expected 
to do. Again, routine services are more permissive 
in this respect than are national days. When the 
actual day or days come, peripheral staff require 
supervision and support so that errors or unforeseen 
problems can be quickly identified and corrected. 
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This implies the need not only for adequate super- 
visory staff, but also for excellent communica~ 
tions. Information on problems must quickly reach 
those in a position to provide solutions, and those 
solutions, whether in the form of information or 
supplies, must quickly reach those who have reques~ 
ted the help. 


The public, or consumer, side of the programme 
requires meticulous planning and ample lead-time. 
Effective social mobilization is a far cry from 
simply assigning an advance person to circulate in 
the neighbourhood with a loudspeaker to announce an 
immunization session. Information needs and mes-— 
sages must be analysed for each of the groups whose 
support is needed to assure the participation of 
mothers and children in the programme. For each 
message and for each group, the most effective way 
of presenting that message must be decided upon, and 
the particular medium for providing that message 
must be found. The messages and the means and 
materials to reach the target audiences must be 
compatible with long-term programmes as well as with 
short-term intensified programmes. This job re- 
quires expert knowledge of the national commun- 
ication networks and _ possibilities. Thorough 
utilization of multisectoral channels for’ both 
communication and programme implementation requires 
not only the involvement of a broad range of govern- 
ment ministries, but also the involvement of civic, 
cultural, religious, and other community-based 
national and local organizations. 


It is a tribute to the generally high 
standards of the current vaccine procurement and 
delivery systems operating world-wide, that vaccine 
needs are given minor consideration with respect to 
accelerated programmes. But miracles cannot always 
be performed. There is the recent experience of a 
commitment for a large quantity of vaccine being 
made for a certain date. In the event, the 
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commitment was met. But it was met by taking 
vaccines which had been programmed well in advance 
for several other countries and diverting them to 
this one country. Routine immunization services had 
to be delayed in these other countries, causing 
understandable distress and disruption. The initial 
commitment should not have been made without a 
lead-time of at least four months and preferably 
longer. Before deciding to use a strategy of an 
immunization day and before setting a target date 
for that day, programme managers and vaccine supply 
sources must confirm that adequate supplies of 
vaccines can be provided on time. Adequate develop- 
ment of training and logistic components of the 
programme require even longer than the four-month 
minimum for assured vaccine delivery. 


Plans should be made from the beginning to 
provide health staff and community workers with 
feedback on their performance, emphasizing the good 
things that they have done and assuring that they 
know what coverage results they have achieved. In 
the case of poor performance, planning’ should 
provide for positive corrective procedures includ- 
ing training. 


A final caution on planning: consider’ the 
costs of the acceleration and where financing will 
come fron. Funds can often be mobilized from a 
variety of voluntary sources for the short-term, but 
are rarely so freely available over a period of 
several years. Plans for sustained programmes must 
be made within the context of a realistic expecta- 
tion of what can be provided by the government 
itself and what can be provided by outside collabor- 
ators. The long-term resource objective in immuni- 
zation programmes is national fiscal and technical 
self-sufficiency, and short-term efforts should be 
conducted with this in mind. Creative short-term 
efforts can aid in mobilizing political and com- 
munity support for long-term programmes. 
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There are many ways in which programmes can be 
accelerated, and they are often complementary. All 
programmes can profitably review what can be done to 
improve existing services, and this is discussed 
first. In certain programmes, the approach of a 
national immunization day or a similar mass campaign 
strategy may be called for, and this is discussed in 
a succeeding section. 


3. ACCELERATION BY IMPROVEMENT OF THE EXISTING 
PRIMARY HEALTH CARE SERVICES 


The long-term goal of acceleration efforts is 
to strengthen the health infrastructure so as to 
assure the continuous provision of immunization and 
other primary health care services. But in the 
short-term as well, strengthening of the existing 
delivery and information systems can provide a basis 
for rapidly increasing coverage. More than half of 
the infants in the developing world are already 
receiving a first dose of one of the EPI vaccines. 
Better performance of existing services will rapidly 
increase coverage with measles and a third dose of 
DPT and poliomyelitis vaccines. And many simple 
things still remain to be done. 


Part of the efforts to improve existing 
services need to be directed to reinforcing the 
services themselves, assuring that staff are 
adequately trained, are supervised and are given 
adequate logistic support. Clinics too often impose 
long waiting times and staff too often do not 
effectively inform mothers of when they should 
return for additional immunizations for’ their 
children. Not all existing health facilities are 
providing immunization, and many immunization/MCH 
clinics still needlessly refuse to immunize children 
with minor illness or malnutrition. Outreach and 
mobile clinics are often too few, but even those 
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that are provided are often irregular and incon- 
venient in time and place. All health facilities 
and clinics need to be clean and inviting, conveying 
the image of health rather than disease. 


Part of the effort, however, needs to be 
directed toward mobilizing community’ resources. 
Their potential is enormous and their involvement is 
indispensable in countries where the health infra- 
structure remains weak. The community should have a 
major role in establishing the time and place of 
immunization clinics. Community helpers can 
identify the children who require immunization and 
"channel" them to the health services. In Colombia, 
the “channelling” has been done by aé_e respected 
individual from the community and a health worker 
visiting homes’- together, identifying children, 
registering them for the programme and providing 
health education and motivation. In Madras, India, 
either a community member or a health worker 
performed such visits. Both approaches have been 
highly successful. 


Schools also represent a much-neglected 
resource. Health education efforts directed toward 
schoolchildren in Abidjan, Ivory Coast, and Bombay, 
India, to cite but two examples, have been effective 
in increasing immunization coverage, as the school 
children have motivated their parents to assure that 
younger children in the household are _ fully 
immunized. Efforts of the community on behalf of 
immunization should be encouraged to develop into 
permanent support for primary health care as a whole. 


kKK 


Four specific areas of action may be suggested for 
increasing immunization coverage by accelerating and 
strengthening existing services. These activities 
can help improve the performance of the health 
services and can also help in mobilizing community 


resources. 
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ovide immunization or information about 


ammunization at every health contact 


Immunization should be offered by all 
curative and preventive health  ser- 
vices. In both, immunization should be 
offered even to children suffering from 
malnutrition or minor illness. 


2) Reduce drop-out _ rates between first and 


last immunizations: 


Strengthen the participation of com- 
munities in immunization programmes, 
including the involvement of the 
private and voluntary sectors. 


Provide immunization services at more 
convenient times and places and in- 
crease the use of regularly scheduled 
outreach clinics. 


Better inform parents of the need to 
return and of the times and places to 
return. 


Better identify children who are 
eligible for immunization and actively 
seek out those who are missed. 


3) Increase _ the priority being accorded _to 
the control of measles, poliomyelitis and 


neonatal tetanus 


Measles is the number one killer among 
the EPI target diseases. In some areas, 
however, coverage with measles vaccine 
is lower than with DPT or poliomye- 
litis. Increased emphasis on immuniz-— 
ing children against measles will not 
only help increase measles coverage 
rates, but will help raise coverage for 
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DPT and poliomyelitis, particularly for 
second or third doses, as these can be 
given with measles. 


The crippling effects of poliomyelitis 
are known and feared in communities 
where this disease persists. Global 
reductions in the reported incidence of 
poliomyelitis are already being recor- 
ded as a result of the EPI and drama- 
tic further reductions can be anticipa- 
ted in coming years as immunization 
coverage improves. 


Very little progress has yet been 
achieved in the control of neonatal 
tetanus which remains a “neglected 
disease” despite accounting for almost 
a million deaths a year. Cases can be 
prevented both by assuring clean de- 
livery and postnatal care practices and 
by maternal immunization. Each case 
testifies to multiple failures in ma- 
ternal and child health care, This 
disease has virtually disappeared from 
industrialized countries and should no 
longer be tolerated anywhere in the 
world. 


4) Improve immunization __ services to the 
disadvantaged in urban areas 


Half the population of the world is 

expected to reside in a limited number 
of large urban areas in the year 2000. 
Despite the relative abundance of 
health facilities and health personnel 
in urban as compared with rural areas, 
immunization coverage rates in the slum 
areas surrounding major cities, are 
typically poor. High migration rates, 
lack of social cohesion and friction 
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between new immigrants and established 
authorities pose barriers which have 
proved difficult to overcome. But 
accessible services can be provided in 
such circumstances without too many 
financial or logistic problems. Increased 
priority should be given to accomplish 
this in the short-term while continuing 
efforts to provide more equitable services 
to rural areas. 


4, ACCELERATION BY NATIONAL IMMUNIZATION DAYS 


Particularly where political commitment to an 
immunization effort is high, there may be _ strong 
incentives for recommending that a mass mobilization 
effort be undertaken during which volunteer workers, 
backed by intensive publicity, supplement’ the 
routine health services in order to_ provide 
immunization to children who live in a city, a 
district, or an entire country. Such efforts may 
last a single day, be a series of single days, or 
may continue for several days or weeks. 


Some efforts such as these have been spec— 
tacularly successful. They have led to rapid 
improvement of immunization coverage in the _ short 
run and their success has catalysed a willingness to 
undertake initiatives with respect to other areas of 
primary health care, As noted above, success 
requires meticulous planning and organization in the 
areas of logistics, staffing and publicity. Such 
planning must assure that vaccine is available when 
and where needed, that the volunteers are adequately 
trained for the variety of tasks which must be 
performed, and that the public is well informed 
about the programme and motivated to participate. 
The personal involvement of political leaders at the 
highest level has also been an important ingredient. 


= fers 


But national days, even if well executed, have 
risks as well as benefits which need to be apprecia- 
ted. The fundamental issue is sustainability. Few 
societies have the capacity to exhort full partici- 
pation in national days for more than a few years. 
Where infrastructure and managerial skills are weak, 
efforts may falter earlier, and even initial efforts 
if not properly planned and executed may exact an 
exorbitant cost in terms of other health activities 
suspended in order to carry out these immunization 
activities. Negligible benefits in reducing 
morbidity and mortality may result, because of 
systematic failure to immunize infants under 1 year 
of age, who tend not to be brought forward in mass 
efforts unless specific active search for them is 
employed. Instead, it is the older children, who are 
able to walk on their own and who are already beyond 
the age of highest risk from the target diseases, 
who receive most of the vaccines. 


The support and personal identification of 
national political leaders with national days should 
be sought. But this support should be translated 
into a national political objective, transcending 
individuals and parties to remain secure in the face 
of political change. Campaigns need the involvement 
of those outside of the health sector. But those 
within the health sector also need to be fully 
committed, as they will remain the long-term 
providers of immunization services. Parents need to 
be motivated to participate. But they should also 
be motivated to seek routine immunization services 
rather than simply waiting for the next campaign. 


A spectacular immunization effort, if not well 
followed through, can produce an equally spectacular 
epidemic. High immunization levels achieved only 
briefly, temporarily suppress the transmission of 
disease. Newborns can then accumulate as 
susceptible children until disease transmission 
again becomes easy. It is at this point that an 
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epidemic may explode. Understandably, health 
authorities may respond with another mass programme, 
but this one more hastily organized, and often too 
late. Nevertheless, the epidemic ends. Credit, 
whether or not justified, goes to the campaign. 
This cycle may repeat: waves of disease followed by 
waves of immunization. 


For national immunization day strategies, care- 
ful thought is required concerning the age groups to 
be included and concerning the documentation re- 
quired. If vaccines against all the EPI diseases 
are included (to be strongly encouraged), careful 
record-keeping and immunization according to pre- 
vious immunization history are mandatory to assure 
that neither too few nor too many doses are admin- 
istered. A general upper age limit may be applied 
for all vaccines (generally two years, but even 
older if the epidemiological situation warrants). 
As a general rule, children younger than six weeks 
should not receive DPT, and children younger than 
nine months should not receive measles vaccine. 


During the second year or cycle of the 
immunization days, the number of eligible children 
will decline, approximating the number of children 
born since the start of the previous year or cycle, 
plus those remaining below the age ceiling who were 
missed previously. If the initial cycle has been 
successful, the number of eligibles will decline 
sharply. For the subsequent annual cycles to remain 
effective, a channelling strategy which actively 
seeks out susceptible children is likely to be 
needed. 


The role of volunteers needs to be carefully 
defined. While it may be easy to train them to 
properly administer oral poliomyelitis vaccine, the 
injectable vaccines pose considerably more of a 
challenge, and unacceptable rates of vaccine wastage 
and abcesses may occur. Untrained volunteers are 
perhaps best used to help in registering the target 
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population prior to the programme and to help in 
assuring that those registered come for immunization 
when the services are offered. The completion of 
registration some two months before the campaign 
will help the organizers finalize decisions con- 
cerning logistics and immunization sites, dates and 
times. In settings where remote or dispersed pop- 
ulations make advance registration unfeasible, 
detailed current population estimates are important 
for sound programme planning. 


Where only oral polio vaccine has been prov- 
ided, some programmes have offered immunization to 
all children below the upper age limit regardless of 
their immunization history, and have not provided 
individual immunization records. This has the advan- 
tage of logistic simplicity; however, lack of immun- 
ization records complicates the task of evaluation. 


In countries where neonatal tetanus remains a 
problem, consideration should be given to providing 
women of childbearing age with tetanus toxoid during 
the immunization day in addition to the immuniza- 
tions for children. In such countries, this measure 
should be an important public health priority. It 
could help to eliminate neonatal tetanus which 
currently causes some one million deaths per year. 
An immunization record for women is advised under 
these circumstances, as  hyper-immunization with 
tetanus toxoid can provoke adverse reactions. 


National immunization days should be con- 
sidered as a catalysing and energizing tactic. They 
can be extremely useful in many circumstances to 
further the long-term strategy of providing immun- 
ization in consonance with other health services, 
particularly those directed toward mothers and 
children. When employed, their contribution to the 
long-term strategy needs to be carefully defined, 
and actions taken in support of such days should 
also be designed to reinforce the functioning of the 
existing health services. 
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2 SOCIAL MOBILIZATION - THE KEYSTONE OF 
PROGRAMME ACCELERATION 


Whatever operational strategy is adopted for 
the acceleration of a national EPI programme, it has 
become clear that mobilization of both effective 
consumer demand and multisectoral resources’ to 
provide immunization are the key elements in 
achieving a rapid and sustainable increase in immun-— 
ization coverage. All the many informational and 
promotional techniques available should be employed 
to motivate mothers to bring their children to be im- 
munized, especially those with infants under 1 year 
or age, who are often the hardest to reach and yet 
the most important group. Stimulating the commit-— 
ment and energy of health professionals and community 
workers is crucial to assuring not only expanded 
coverage, but also high quality service delivery. 


Social mobilization is equally applicable to 
mass campaigns, national immunization days, 
intensified expansion of primary health care 
infrastructure, and to the various combinations of 
these approaches which are necessary for sustained 
high immunization levels. Such mobilization may 
include the involvement of national political 
leaders and celebrities, the mass media and less 
formal communication channels, community action by 
public and private sector organizations, and the 
more traditional health education techniques. 


Rather than being seen as competing 
alternatives, these various programme approaches, 
within a broad strategy of social mobilization, 
should be seen as complementary and even 
synergistic. A well carried out mass campaign, or a 
series of successful and confidence-building 
national immunization days (or weeks) can be a 
stepping stone to not only sustained immunization 
services, but also (as has been recently demon- 
strated in a number of countries) the development of 
a broader set of activities to improve child 
survival and primary health care. 
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6. EVALUATION OF ACCELERATION ACTIVITIES 


Evaluation is an important component of immuni- 
-zation programmes and should be given special empha- 
sis in the early planning and implementation stages 
of any accelerated immunization strategy. Because 
there is often “too much to do” in getting ready, 
evaluation may be relegated to the status of an 
afterthought. But objective data are required to 
assess the results of the strdtegy, particularly as 
the publicity and enthusiasm surrounding an event 
such as a national day make subjective judgements 
unreliable. Real strengths need to be recognized 
and reinforced: real weaknesses’. need to be 
recognized and eliminated. 


Data priorities include estimations of the 
immunization coverage obtained among children in 
their first year of life (perhaps obtained through 
the use of the EPI cluster sampling technique) and, 
subsequently, estimates of the impact of the ac~ 
celerated strategy on disease reduction (perhaps 
obtained through review of incidence trends in 
selected facilities whose diagnosis and reporting 
capabilities are thought to be reliable). Data 
concerning poliomyelitis, measles and _ neonatal 
tetanus should receive first priority as they are 
clinically distinctive and true incidence can be 
expected to decline rapidly in the face of effective 
immunization. 


Less formal data will also be of use in plan- 
ning for improved performance on future occasions 
and for providing guidance to managers in other 
countries who are trying similar approaches. A 
series of questions can be addressed to those in- 
volved with the planning and the actual implemen- 
tation of the acceleration strategy: 


- What worked best? What were the major short~- 
comings and deficiencies? 
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- What problems were encountered, how were 
they identified and how were they overcome? 


~ In the light of present knowledge and 
experience, what should be done differently 
next time? 


- How were the human, institutional, material 
and financial resources mobilized and how 
were they managed? 


- How was the communications component of the 
programme planned and implemented? 


- What were the total costs of the effort, and 
the costs of the various components? 


- What has been the relationship of the 
accelerated programme to the expanded 
development of ongoing immunization services? 


- What has been the effect of the mass 
campaign on other ongoing health activities? 


- How could the international collaborators 
(particularly WHO and UNICEF) improve their 
support for such efforts? 


ji CONCLUSION 


Sound programme planning and reinforcement of 
the existing primary health care infrastructure are 
the bases for the long-term success of immunization 
programmes. They are also essential for the 
acceleration of programmes that is now required to 
meet the 1990 goal. Acceleration efforts should 
include improving the quality of existing services 
by providing better training and supervision of 
health workers, and by assuring that communities are 
intimately involved in the planning and delivery of 
those services. The use of national immunization 
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days as a supplement to routine services has been 
introduced with success by a number of countries, 
But this approach must be planned and implemented in 
ways which assure the long-term Sustainability of 
immunization services. It should be considered as 
one way, not the only way to accelerate programmes. 
Evaluation is an important part of all immunization 
activities and should be a priority component of 
accelerated activities, including national 
immunization days, so that national authorities can 
quickly obtain an objective picture of what is 
working and what is not working, and modify their 
strategies accordingly. 


KE 


The following elements should be considered as 
desirable features of accelerated immunization 
efforts: 


= Use of all antigens included in the 
routine national immunization schedule for 
infants. 


= Use of a time framework for any 
acceleration strategy to permit delivery 
of three DPT/Poliomyelitis immunizations, 
i.e. a minimum of three immunization days 
or weeks with an interval of four weeks 
between immunizations. 


= Use or introduction of records and a 
recording system that may be utilized by 
the routine health services. 


a Ordering of cold-chain equipment, supplies 
and transport which conform to_- the 
materials already in routine use within 
the health services. 


- Organization of a volunteer structure that 
is coordinated with the permanent health 
staff and health facilities. 
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- Utilization of a broadly-based wmulti- 
sectoral approach, especially for com- 
munications and motivation, but without 
bypassing or alienating the regular on- 
going health system. 


= Information and media publicity that cre- 
ate public awareness of the permanent 
delivery system as well as of any special 
strategy such as national days, and that 
induce motivation to achieve fully- 
immunized status after the accelerated 
effort is concluded. 


=f Utilization of a system for vaccine 
distribution that is capable of being 
replicated on a smaller scale by _ the 
permanent logistics networks. 


- Evaluation of the coverage achieved which 
permits a distinction to be made between 
children below the age of 12 months and 
older children. 


= Evaluation of the impact of the programme 
in reducing the incidence of the target 
diseases, with particular emphasis’ on 
poliomyelitis, measles and neonatal teta- 
nus. 


= Evaluation plans, and responsibility for 
carrying them out, which have been spe- 
cified prior to the start of the programme. 


aAK 
Acceleration activities should be encouraged 


and planned so as to contribute to the strengthening 
of the health infrastructure. 


SOCIAL STATISTICS 
AND THE HUMAN FACTOR 


Statement by David P. Haxton 
UNICEF Regional Director for South Central Asia 
at the Seminar on Social Statistics 
New Delhi, 4 February 1988 


lam pleased to be asked to make a few introductory observa- 
tions as we start the second seminar on social statistics. In India, 
and elsewhere, UNICEF is atypical user of socio-economic statis- 
tics, while we leave their production to better hands. 


We were usefully associated with the first seminar in 1975. 
Since then, the capability, as well as the keenness, to know more 
about the living conditions of people, and in particular of children, 
has further increased. Rising aspirations call for organized action 
On an extensive scale, to change and improve existing conditions. 


This collective urge is strongly reflected in national priorities 
and programmes. Of such national effort, India provides a major 
example, closely observed by development promoters everywhere. 
This briefly is the background of the global interest in data and 
information onthe state of children in order to elevate their priority 
in public policy and national development planning. 


Social development implies the presence of an economic base. 
The strength of the Indian economy, as seen from economic 
statistics, is impressive interms of the resource potential—human, 
material, technological and organizational. The basic goods and 
services needed for all the people can be derived from the diversi- 
fied capability already established, in agriculture, industry, 
communication and the infrastructure for social services. 


Against this background of availability of the means of develop- 
ment, itis rather incongruous that the ends of development—the 
enhancement of living conditions not only of some but of all the 
people—are still some way away. There is an avoidable gap 
between economic growth and social development which must 
and can be closed, in a matter of years. 


Indeed this is what the Government of India has planned for in 
terms of specific targets, by 1990 and the following decade, in 
terms of reducing infant, child and maternal mortality; bringing 
down the birthrate; eradicating illiteracy and ensuring universal 
elementary education; reaching safe drinking water to all parts of 
the country; as part of cluster of social goals related to food and 
nutrition, literacy and education, hygiene and health, employment 
and income. The urgency is obvious: one to two in ten children 
die; at any time, about half the children of primary school age may 
be out of school; such examples are many. 


UNICEF for its part, and within the modest means at its disposi- 
tion, is fully committed to accelerate, in all ways it can, progress 
towards the goals set by the government for the well-being of the 
people, and in particular of children. In this context, we are 
encouraged that, at the political level, the primacy of the child as 
the subject of development—and not just an object of goodwill—is be- 
ing increasingly accepted. The principle of Children First has been 
repeatedly affirmed by SAARC Summit Declarations, Bangalore 
1986 and Kathmandu 1987. 


A number of variables—some quantifiable, some not readily so 


—enter the designing of the programmes for social development 
services. 


The measurement of quantity and quality of results, against in- 
puts, is less easy in social development programmes than in the 
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case Of economic activities. There is thus a heavy demand for 
professional ingenuity, alongside the unprecedented opportunity 
to solve basic social problems like universal access to essential 
food, primary health and elementary education. A major support 
to this national effort has to come from the science and technology 
of statistics, both of which are impressively developed in India. 
We would plead that a core element of this modernizing contribu- 
tion should be a ‘child monitoring system’ built integrally into national 
statistics. 


Frankly, the experience and expertise in professional manage- 
ment of social development projects seem to be limited, in 
comparison to economic projects. This is partly because of the 
differing contexts of social progress in the industrialized countries 
and in the developing countries. Inthe former, conditions of living 
improved as a consequence of economic growth—often after a 
gap of many years and in an incremental, almost autonomous 
manner. In contrast, social strategies of planning in developing 
countries have had to be more deliberately worked out with self- 
reliance—that is to say, professionalism is to be guided by the 
wisdom to avoid imitating the industrialized societies, by whole- 
sale transplant of problem-solving techniques which may not be 
suitable uniformly to all countries and times. 


Before I conclude these introductory comments, | would like to 
make two quick points, which, | hope, will be of specific relevance 
to the concerns of this seminar. 


First, to meet the multiple needs of the children—for whom 
tomorrow may be too late—a concerted effort has to be made, 
across different disciplines and departments. To make this possible, data 
and information have to be gathered, correlated and used, on the 
situation of children in relation to different facets of life, for 
example, the law, health, nutrition, learning, and the child’s en- 
vironment including the family. 


From this flows the second point which is about the unreal 
divide between economic statistics and social statistics. The 
sooner this separation is ended, the better. For, economic deve- 
lopment and social development are not different dimensions of 
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progress, but two aspects of asingle process. The economic con- 
cept of productivity and the social value of human well-being are 
sides of the same medal. Though the development strategy, 
adopted by the UN General Assembly for the decade of the 1980s, 
forcefully articulated this integral view, the situation on the ground 
shows that the building blocks are not yet fully in place. 


May | venture to suggest that the field of statistics offers an 
appropriate foundation for national development with a human 
focus, drawing together the resources of social as well as econo- 
mic statistics? If policy makers, development administrators and 
statistical scientists come together, in agreed action, this vision— 
of redeeming the promise of science to serve all the people—can 
be realised, given the potential that India holds. 


In closing, permit me to recall the words of the first Prime 
Minister of India: ‘‘Somehow the fact that ultimately everything 
depends on the human factor gets rather lost—in our thinking of 
plans and schemes of national development in terms of factories 
and machinery and general schemes. Itis all very important and 
we must have them, but ultimately, of course, it is the human 
being that counts, and if the human being counts, well, he counts 
much more as a child than as a grown-up.” 
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